changes occur as a result of the viscoelastic substances and/or balanced salt solution used during surgery and/or from the influx of the ointment used for eye patches immediately after surgery [3] [4] [5] .
Park et al. [3] reported similar cases to ours, with some differences. First, in terms of pathogenesis of the IOL deposits, their cases showed anterior chamber cells. Therefore, they suggested that their cases were a type of toxic anterior segment syndrome. However, our patient had no cells or flare in the anterior chamber. Second, in terms of a therapeutic reaction, there was no recurrence of the deposition after Nd:YAG laser therapy and the combined use of steroid eye drops.
We speculated that, in our patient with glaucoma, the recurrence of deposits was caused by inefficient drainage of the aqueous humor. This possibility is consistent with the spontaneous resolution of IOL deposits after Ahmed valve implantation. In our case, it is possible that the deposits separated from the IOL by laser therapy failed to drain from the aqueous humor and then reattached to the IOL. Alternatively, a favorable environment for deposition may have been created by some components in the aqueous humor that were selectively altered by continuous dysfunction of the trabecular meshwork. If the former is the main cause of the IOL deposits, episodic care such as anterior chamber irrigation is also helpful. However, if the latter is the main cause, more invasive surgical treatment such as Ahmed valve implantation is more appropriate due to its long-lasting effect on aqueous humor drainage.
In summary, we suggest that dysfunction of the trabecular meshwork may be one of the causes of IOL deposition. Therefore, when there are IOL deposits in patients with poor aqueous humor drainage (i.e., patients with increased IOP) and the effects of laser therapy are temporary, surgical treatment to induce aqueous humor drainage may be an effective treatment option for deposition on the IOL. 
